MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-045440

OEPARTMENT OF PUBLIC MEALTH AND WELFARE

Registration Diumricr N .:3__18_'& Registr b 1_003 l I 5_3 STATE FILE NUMBER
DO NOT WRITE AMENDED wgistratio ey No. o e |mary og stration Dinrict Ne: __ —Registrar’s No. Ak

ON THIS STUB = L ELJ DEG P J iga

1. PLACE OF DEATH 2, USUAL RESIDENCE (\Nheu deceased lived. If institution: Residence before
v$ 300 a. COUNTY a. STATE b. COUNTY admission)
Rev. 4/59

Mo,

b. Cé'I'"Y (If outside corporate limits, give TOWNSHIP anly| Length of mtay in b c. CITY Inside Limits
ORr
town  ST. LOUIS, MISSOURI TOWN gt Louis Yes (0 No [l

¢. FULL NAME GF {If NOT in hosplral, give location] Insida Limita d. STREET {It cutsida, give locatian)
(1AL OR ADDRESS

HO!
INSTITUTION T.!AR‘NES HOSPLT_AI Yeu [J No [0 6119 Alaska Ay Yer 0 No D

3. NAME OF DECEASED Firsr Middle Last 4, DATE Month
{Type or prinl)

Qeside on Farm

DATE AMENDED

Day Year

. CF

LIZETTA H. FLANAGAN oeas  November 19 1663

5. SEX 6. COLOR OR RACE 7. Married B Never Married [] [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

Femﬂle White Widowed [J Divorced ] 10_8_1897 66 Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stale or country} | 12. CITIZEN OF WHAT COUNTRY
during mo1t of working life, even if retired)

l!lfg\'chERo‘S Mlgor e . lmﬁ&%&?@k's MAIDEN NAME St. LouiB * M ,1.4. NAME OF F USBAND%;%VTFﬁ.
Unknown Unlmown william Flanagan _

15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 16, SOCIAL SECURITY NO. 7. INFORMANT Address
{Yes, no, or unhnawn)l (It yes, give war or dates of aervi

None Helen Davis 6119 Alaska Ave.

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

immeDlaTE cause () Myocardial Inferction 15 min,

—
r4
)
=
=]
]
0
a

Conditions, if any, ous 1o vy Arterlosclerotlc Heart Disease 15 years
which gave rise to

sbave couse (s}, % ’
i he under- .
;'::l:g“g cl'm.:el-l |Il; QUE TO (<} ga 0

PART |I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but net related To the terminal PART it 1 decomed wos female wa
* disease condition given in PART 1 [a) there a pregnancy in last 90 days

IO ves | g Mo | O Unknown
19 WAS AUTOPSY | %0n. ACCIIENT SUICIDE HOMICIDE | 0. DESCAISE HOW IRJURY OCCURRED. {Emer ramre oF injory in PART 1 or PART 1 of em 18))
] ‘g .

PERFORMED?
ves pyno 00 |-
20c. IME OF  Fou Month, Day, Yeer |

INJURY am.
p-m,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

N RRED 208. FLACE OF INJURY (e.g., in or about home, | 20f. CITY, TCWN, QR LOCATION
o mﬂ?ﬁfs&t =] {arm, f.7 sireet, offica bldg., eic)

NOT WHILE AT WORK [

2. 1 sttended the decassed from MIEQ o ]-1/19/63 2nd lost sk P alive on. 11119/67‘-

Desth cccuwred at, : mmmedn!enaredahovaudhﬂnbutdmvkmledge from the cauvses sristed
. e Y

¢ go or il . 22 DATE SIGNED
_ECS;_Z/%M PN l é’ﬁ D. |"BARNES HOSPITAL 11/20/63

T3a. BURTAL, CREMATION, | 23b. DATE B3 Nm os)ﬂm:w OR CREMATORY 734, LOCATION (City, town, of county) {State)
REMOVAL {Specity)

'TBF%%W Nov. 22, 1 25 Dﬂ RECD. BY LOCAL 'nEG, Ea i{"a%lmi%ﬁu_%un%
Kriegshauser 4228 S, Kingshighway Blvd. | NQV 21 1963 7@‘;& p, /'7 2.

(Licemaad Ernbalener’s Statement on Reverwe Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NQ.




TSR N LR
STATEMEN‘I' BY llCENSED EMBA!.MER

e L - N

[ - P s

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Stident Embalmer No.

.~working under my personal supervision. %% ., : ' .
Student Signe rf A '/"éég ' ; ; ‘\

Signature of Student Embalmer

Licensed Embalmer No.

N 1'\ 7."“_ | | T s P. Q. Addressjg‘at%

o

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Fail(nre te comply
with the above constitutes grounds for revocation of I|cense) A to-

If embalmed by & STUDENT,’ he' also shall’ sigh’in his OWN handwriting®

If this body is not embalmed, fact should.be so stated above.




